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Abstract 
Background: Maternal and child health care (MCH) services aim at improving the overall health outcomes of both 
the mother and newborn. Intimate partner violence (IPV) has been linked with poor health outcomes and under 
usage of MCH services. In Malawi, IPV is a persistent problem, while MCH services’ uptake remains a constant chal-
lenge. However, there is limited information on the association between IPV and MCH services in Malawi. The study 
examined the association between IPV and the use of MCH services among married Malawian women.
Methods: The 2015–16 Malawi demographic and health survey was used to analyze the association of IPV and the 
use of MCH services among 2712 married Malawian women. Multivariable logistic regression models were used to 
estimate the strength of association.
Results: Approximately 41.4% of the women reported experiencing IPV. Specifically, 27.8%, 19.3%, and 23.6% 
reported experiencing physical, sexual, and emotional violence, respectively. Women who reported experiencing any 
form of IPV had a 34% reduced likelihood of delivering at a health facility [adjusted odds ratio (aOR): 0.66; 95% confi-
dence interval (CI) 0.46–0.96] or were 36% less likely [aOR: 0.64; 95% CI 0.46–0.90] to have had skilled assistance during 
delivery compared to those who never experienced IPV.
Conclusion: IPV was associated with MCH services use, specifically delivery at a health facility and skilled birth 
attendants. The high prevalence of IPV underscores the need to design effective programs to raise awareness regard-
ing IPV and reduce IPV. Reducing IPV may be a promising means to support a more integrated and sustainable 
approach to improve the use of MCH services.
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Background
Maternal and child health (MCH) care services [e.g., 
antenatal care (ANC) and postnatal care (PNC)] are 
essential to the survival and health of both the mother 
and newborn [1, 2]. Globally, 303,000 maternal mortali-
ties, 904,000 neonatal deaths, and 1.02 million stillbirths 
occur annually. A vast majority of these mortalities (94%) 
occur in low-resource settings [3]. Most of these mortali-
ties are a result of preventable causes [4]. Therefore, there 
is room for designing interventions that would obviate 
these preventable mortalities, and MCH services provide 
such an opportunity.
Previous research has demonstrated several factors 
that are associated with the use of MCH services. For 
example, a study in Côte d’Ivoire  revealed that women’s 
better income and being married were associated with 
maternal health services usage [5]. A systematic review 
in low- and middle-income countries (LMICs) cited 
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household wealth, media exposure, and residence area 
as factors associated with maternal health services use 
among adolescent mothers [6]. One important factor 
linked to the reduced likelihood of using MCH services is 
intimate partner violence (IPV). IPV refers to any behav-
ior within an intimate relationship that causes physical, 
psychological or sexual harm to those in the relationship 
[7]. IPV is one of the most rampant forms of violence 
against women, and occurs in all settings and among all 
socioeconomic, religious and cultural groups [7]. IPV 
exposes women to several health problems that may 
influence health outcomes including maternal deaths 
[8]. IPV affects not only the mother’s health but also the 
unborn child. It increases the risk of pregnancy compli-
cations and trauma such as placenta abruption [9]. IPV 
has severe consequences on other developmental ini-
tiatives such that the United Nations has acknowledged 
that ending IPV is a prerequisite for achieving sustain-
able development goals [10]. The World Health Organi-
zation (WHO) multi-country study on women’s health 
and domestic violence recognized all IPV types, with the 
prevalence varying from 15% in Ethiopia to 71% in Japan 
[11].
Although previous studies have demonstrated the 
association between IPV and MCH services use, there 
is sparse research linking IPV and MCH services uti-
lization in Malawi. Additionally, inconsistent findings 
were reported among those studies that examined the 
association between IPV and MCH services utilization. 
For instance, a Bangladesh study revealed that IPV was 
associated with a reduced likelihood of using  skilled 
assistance at birth [12]. Similarly, the acceptability of IPV 
against women was associated with a reduced likelihood 
of delivering at a health facility in LMICs [13]. In Zim-
babwe, IPV was associated with late antenatal care book-
ing [14]. Further, a scoping review in LMICs revealed 
that IPV was negatively associated with antenatal care 
initiation, number of visits or use of a skilled provider. 
Although the studies mentioned above have demon-
strated the link between IPV and the use of MCH ser-
vices, studies in Uganda [15] and Ethiopia [16] revealed 
no significant association between IPV and some aspects 
of MCH services such as skilled delivery care. Therefore, 
there is a need for setting-specific studies to be con-
ducted as the associations may be different due to social-
cultural differences. Setting-specific research may help 
formulate setting-specific evidence-based programs that 
aim to improve MCH services use and MCH outcomes.
Like any other developing country, Malawi faces 
immense maternal health challenges, with its maternal 
mortality ratio (MMR) being among the highest in sub-
Saharan Africa at 634 per 100,000 live births in 2015 [17]. 
Several reasons could be attributed to the high MMR in 
Malawi, such as the non-availability of essential drugs, 
consumables or equipment, and lack of skilled personnel 
[18] that all point to a weak health system. In terms of 
IPV related issues, there are different kinds of domestic 
violence and previous research in Malawi has shown that 
IPV is the most common type of domestic violence [19].
This cross-sectional study assessed the associa-
tion between IPV and the use of MCH services among 
Malawian women who were married/in a union at the 
survey time. It was hypothesized that women who expe-
rience IPV would be less likely to have adequate ANC, 
report for their first ANC on time, have institutional 
deliveries, use skilled assistance at birth, or have PNC 
within 2 days after delivery.
Methods
Study design and data source
This cross-sectional study used the 2015–16 Malawi 
Demographic and Health Survey (MDHS). The MDHS 
collected data from 19 October 2015 to 17 February 
2016 using a two-stage stratified sampling method. The 
first stage involved selecting standard enumeration areas 
(SEAs) from the 2008 Malawi Population and Housing 
Census (i.e., sampling frame) and household listing from 
those SEAs. The second stage involved the selection of 
households from the sampled SEAs using equal probabil-
ity systematic selection. The current study was restricted 
to women in a union (married or living with a partner) at 
the time of the survey, who had a live birth in the 5 years 
preceding the survey, whose partner was interviewed, 
and who had complete information.
Main independent variables
The main independent variable was IPV, calculated using 
a total of 13 items. The 13 items fell under three catego-
ries of physical, sexual, and emotional violence. “Appen-
dix 1” shows the specific 13 items that were assessed. 
A respondent reported to have ever experienced any of 
the forms of violence under each type of violence (i.e., at 
least in one type of violence under the 13 items as seen 
in “Appendix 1”) was coded as having IPV; otherwise, 
no violence. This categorization was defined as the over-
all IPV. In addition to the composite variable, physical, 
sexual, and emotional violence were also considered and 
assessed as separate independent variables.
Dependent variables
The study considered five key maternal health care ser-
vices as dependent variables relating to the most recent 
birth in the previous 5  years before the survey, namely; 
the number of ANC visits, the timing for first ANC, place 
of delivery (or institutional delivery), skilled assistance at 
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delivery, and PNC within 2  days of delivery. The use of 
these services was self-reported by the participants.
ANC visits
According to WHO recommendations, the number of 
ANC visits was categorized into two levels: adequate (8 
or more) and inadequate (fewer than 8) [20].
Timing for first ANC
The timing of first ANC visit was categorized as early 
(first trimester), and late (second/third trimester) [21].
Institutional deliveries
Institutional deliveries defined as births that occurred 
at any level of health facility (i.e., government hospital/
government health centre/government health post or 
outreach/ another public sector); private sector (private 
hospital or clinic/Christian Health Association of Malawi 
(CHAM) or Mission hospital/CHAM or Mission health 
centre/Banja La Mtsogolo/other private medical sectors) 
[22]. Those that delivered at home were regarded having 
were defined as “home deliveries”.
Skilled assistance during delivery
A delivery was said to have had occurred with skilled 
assistance if the birth was assisted by doctors, clini-
cal officers, medical assistants, nurses, and midwives, 
while those delivered through the help of traditional 
birth attendants (TBAs), relative/friends were defined as 
unskilled assistance [22].
PNC health check within 2 days of delivery
PNC health check for the woman within 2  days after 
delivery by skilled professionals (skilled professionals as 
described above) [22].
Covariates
Based on their importance in the literature on the out-
comes under consideration [5, 6, 12], the following vari-
ables were included in the analysis: woman’s age in years 
(15–24, 25–34, and ≥ 35), woman’s educational level (no 
formal education, primary, and secondary and tertiary), 
household wealth calculated using principal component 
analysis by scoring household items and aggregating the 
scores into rich (upper 40%), middle (middle 20%) and 
poor (lower 40%), region (northern, central, and south-
ern), residence (urban or rural), media exposure (those 
reporting to read newspapers, watch television, and listen 
to radio at least once a week categorized as yes otherwise, 
no), perceived distance to health facility (problem vs no 
problem), partner age in years (15–29, 30–44, and ≥ 45), 
and partner’s educational level (no formal education, pri-
mary, and secondary and tertiary).
Statistical analysis
Weighted frequencies and percentages were presented 
for the study characteristics. Multivariable logistic 
regression models were used to test the association 
between IPV and selected maternal health care ser-
vices using the “svy” command to account for sampling 
weights and survey design. Adjusted odds ratios (aOR) 
and 95% confidence intervals (CIs) with a significance 
level set at p < 0.05 were reported. All analyses were 
performed using Stata version 15 (Stata Corp, College 
Station, TX, USA).
Ethical consideration
The DHS measure program provided approval to 
use the 2015–16 MDHS data, and the data is publicly 
available on their website http:// dhspr ogram. com/ 
data/ avail able- datas ets. cfm. The MDHS survey proto-
col was approved by the Malawi National Health Sci-
ences Research Committee and ICF Macro institutional 
review board. Before each interview was conducted, 
a verbal informed consent was sought by each inter-
viewer reading a prescribed statement to the respond-
ent and recording in the questionnaire whether or not 
the respondent consented (or provided assent on behalf 
of minors). Then the interviewer signed his or her name 
attesting to the fact that he/she read the consent state-
ment to the respondent. The method of collecting con-
sent has been standardized in the DHS survey to ensure 
consistency as some participants are not able to write.
Results
Population characteristics
Table  1 presents the descriptive characteristics of the 
study population. A total of 2712 women were ana-
lyzed (Fig.  1 displays the sample selection process). 
Among others, a high proportion of the participants 
were aged 24–34  years (45.8%), had primary educa-
tion (66.1%), from poor households (43.5%), from rural 
areas (86.4%), and were not exposed to media (60.7%).
Prevalence of intimate partner violence
Overall, approximately 41.4% of the women reported 
experiencing IPV. Specifically, 27.8%, 19.3%, and 23.6% 
reported experiencing emotional, sexual, and physical 
violence, respectively (Fig. 2).
Prevalence of maternal health care services
Figure  3 displays the prevalence of several outcomes 
under study. Specifically, only  0.9% of the participants 
had adequate ANC visits  (i.e., 8 or more visits) during 
their last pregnancy, while  26.0% reported their first 
ANC early. In terms of institutional deliveries, 93.0% 
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had delivered at health facilities while skilled profes-
sionals assisted 91.0% during delivery. Among those 
that had skilled assistance during delivery, 99.4% deliv-
ered at a health facility. Only 60.0% of the participants 
had a PNC health check within 2 days after delivery.
Association between IPV and maternal health care services 
utilization
The unadjusted odds ratios for the association between 
IPV and health care services utilization are displayed 
in “Appendix 2”. The multivariable analysis revealed no 
significant association between specific types of IPV 
and the outcomes under study. However, significant 
association were observed with the overall IPV and insti-
tutional delivery and skilled assistance at birth. Women 
who reported experiencing any form of violence had a 
34% [aOR: 0.66; 95% CI 0.46–0.96] reduced likelihood 
of delivering at a health facility compared to those who 
did not experience any IPV. Similarly, those that reported 
having experienced IPV were less likely [aOR: 0.64; 
95% CI 0.46–0.90] to have had skilled assistance during 
delivery compared to those who never experienced IPV 
(Table 2).
Discussion
The study assessed the association between IPV and the 
use of MCH services among married Malawian women. 
According to our literature review, this is the first study 
to examine this association in Malawi. Findings from 
the current research show evidence of an association 
between overall IPV and maternal health care services 
utilization.
Women who experienced IPV were less likely to deliver 
at a health facility than those who reported not to have 
experienced IPV. Women in an abusive relationship may 
be afraid to leave their abusive relationships, exhibit low 
self-esteem and insufficient autonomy [23] which may 
influence their health care decisions, thereby affecting 
their use of maternal health care services. Better women’s 
autonomy on household decision making was associ-
ated with an increase in the odds of delivering at a health 
facility in LMICs [13]. Additionally, women who experi-
ence IPV may resign to their fate, lose self-esteem and 
confidence. Ultimately, this may affect their use of MCH 
services, as observed in a study conducted in LMICs 
[13]. Our results suggest that Malawian women may be 
dependent on their spouses’ decision-making regard-
ing treatment-seeking; if women experience IPV or are 
in abusive relationships, they may be less likely to visit 
health facilities for help.
Consistent with a study conducted in Mozambique, 
women who reported having experienced IPV were more 
likely to be assisted by family members, traditional heal-
ers, and traditional birth attendants than skilled attend-
ants [24]. Similar results were found in a study from 
Nigeria, particularly among women who had been emo-
tionally abused [25]. Additionally, in Bangladesh, simi-
lar results were reported, with women reported to have 
experienced IPV being less likely to deliver their babies 
with assistance from skilled professionals [12]. IPV has 
been associated with stress and depressive symptoms [26, 
27] which may lead to a demotivation among women to 
enhance/pursue appropriate care-seeking behaviors.
Our study findings revealed no significant association 
between specific forms of violence nor overall IPV with 
ANC visits and timing and PNC visits within 2  days 
Table 1 Characteristics of study participants
CI confidence interval, HF health facility
Variable n (%) 95% CI
Woman’s age (years)
 15–24 983 (36.2) 33.7–38.8
 25–34 1242 (45.8) 43.4–48.2
 ≥ 35 487 (18.0)
Woman’s educational level
 No formal education 342 (12.6) 11.1 – 14.4
 Primary 1793 (66.1) 63.8 – 68.3
 Secondary and higher 577 (21.3) 19.2 – 23.4
Household wealth
 Poor 1180 (43.5) 40.7–46.3
 Middle 544 (20.1) 18.2–22.0
 Rich 988 (36.4) 33.5–39.4
Region
 Northern 336 (12.4) 10.5–14.6
 Central 1273 (46.9) 43.8–50.1
 Southern 1103 (40.7) 37.9–43.5
Residence
 Urban 370 (13.6) 11.0–16.7
 Rural 2342 (86.4) 86.4–89.0
Media exposure
 No 1647 (60.7) 58.2–63.2
 Yes 1065 (39.3) 39.3–41.8
Perceived distance to HF
 No problem 1171 (43.2) 40.3–46.1
 Problem 1540 (56.8) 53.8–59.7
Partner age
 15–29 989 (36.4) 34.2–38.8
 30–44 1482 (54.7) 52.2–57.1
 ≥ 45 241 (8.9) 7.7–10.3
Partner education
 No formal education 216 (8.0) 6.6–9.5
 Primary 1617 (59.6) 57.2–62.1
 Secondary and tertiary 879 (32.4) 29.9–35.0
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Fig. 2 Prevalence of intimate partner violence in Malawi
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of delivery. Findings from a scoping review of LMICs 
reported a negative association between IPV and ANC 
initiation and the number of ANC visits [28]. Our 
results may partly underline the effectiveness of com-
munity outreach programs for ANC in Malawi, such as 
mobile clinics and community health workers (CHWs). 
The community outreach programs enable women to 
access ANC services closer to their communities and 
enhance timely identification of pregnancies by the 
CHWs [29]. Therefore, regardless of whether women 
may experience IPV in these settings, they may still 
manage to book for ANC since these initiatives make 
these services easily accessible.
The prevalence of overall IPV in Malawi was 41.4% 
representing a rise from the 27% reported in 2004 [30]. 
The sharp increase in IPV may be due to strengthened 
reporting systems put in place coupled with increased 
awareness among women on IPV issues over time. 
Nevertheless, it is essential to note that IPV is a pub-
lic health concern in Malawi, with emotional violence 
(27.8%) being the most reported form of violence 
among women in a union. Often, emotional violence 
may appear harmless and may easily be neglected [31]. 
However, the high proportion of women reporting 
emotional violence in the current study underscores 
the importance of incorporating emotional violence 
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Fig. 3 Rates of maternal health care utilization
Table 2 Association of intimate partner violence and maternal health care services
Models were adjusted for woman’s age, women’s educational level, parity, household wealth, region, residence, media exposure, distance to nearest health facility, 
partner age, and partner educational level
IPV intimate partner violence, aOR adjusted odds ratio, CI confidence interval, ANC antenatal care, PNC postnatal care
a Reference; no physical violence
b Reference; no sexual violence
c Reference; no emotional violence
d Reference; no any violence experienced
e There were no samples in those who experienced sexual violence and those that had adequate ANC visits





Variables aOR (95% CI) aOR (95% CI) aOR (95% CI) aOR (95% CI) aOR (95% CI)
Physical  violencea 0.75 (0.19–2.84) 1.04 (0.79–1.36) 0.73 (0.46–1.18) 0.79 (0.52–1.19) 0.89 (0.63–1.25)
Sexual  violenceb –e 0.77 (0.56–1.06) 1.08 (0.64–1.82) 0.92 (0.59–1.45) 1.12 (0.75–1.66)
Emotional  violencec 0.26 (0.04–1.60) 1.03 (0.78–1.37) 0.76 (0.50–1.14) 0.72 (0.49–1.07) 1.07 (0.78–1.49)
IPV (composite)d 0.32 (0.08–1.30) 0.89 (0.65–1.22) 0.66 (0.46–0.96) 0.64 (0.46–0.90) 0.92 (0.69–1.24)
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Policy/program implications
The findings have policy/program implementations in 
Malawi:
1. Programs aimed at improving maternal and child 
health should be integrated with gender-based vio-
lence programs for effective implementation.
2. Findings from the analysis revealed no significant 
association between specific types of IPV and MCH 
services, suggesting that IPV should be tackled in its 
entirety in Malawi.
3. In areas where IPV is high, it may be essential to sen-
sitize, collaborate, and build the capacity of TBAs to 
provide quality services and, further, establish robust 
referral systems to the mainstream health care ser-
vice.
Strengths and limitations
The study used data from a nationally representative 
sample; therefore, this analysis may be generalized to 
married Malawian women. However, the cross-sectional 
design of the survey could not allow causal inferences to 
be drawn. The timing of exposure and outcome could not 
be determined considering the cross-sectional nature of 
our data. Some women may have experienced IPV after 
their pregnancy. Therefore, our results should be care-
fully interpreted.
Additionally, due to the sensitive nature of the 
main independent variables, there is a possibility that 
underreporting may have occurred, which may have 
subsequently influenced the findings. This limitation 
may have been cured through the use of well-trained 
MDHS surveyors. The confirmation of confidential-
ity may have created a comfortable environment for 
the interviewees to discuss such issues related to IPV. 
Some of the women who responded to the violence 
module were not analyzed based on our inclusion cri-
teria for analysis (i.e., have a live birth within 5  years 
before the survey, spouse had to be interviewed, and 
only those with complete information). As a result, we 
may have lost information from women who had given 
birth more than 5  years ago before the survey. How-
ever, excluding them was aimed to examine the inde-
pendent variables within a reasonable time frame to 
avoid recall bias. Finally, there are other repercussions 
of IPV during and after pregnancy (e.g., depression 
and anxiety) that have not been assessed in the current 
analysis, which may help understand some of the asso-
ciations observed in this study and may be critical for 
public health programming in Malawi. Future studies 
should examine the association between IPV with 
mental health disorders and their impact on MCH ser-
vices use in Malawi.
Conclusion
The current study has revealed that women who expe-
rienced IPV were less likely to deliver at a health facil-
ity and use skilled assistance during delivery. These two 
outcomes are essential maternal health services; thus, 
programs aimed at improving maternal and child health 
must be integrated with gender-based violence pro-
grams. This integration would ensure that efforts are 
consolidated in implementing the programs to achieve 
the desired outcomes (i.e., improve overall maternal and 
child health).
Appendix 1
Specifically, the following items were collected;
Physical violence:
(1) pushing/shaking/throwing somethings at her,
(2) slapping her,
(3) twisting her arm/pulling her hair,
(4) punching her with fists or hitting her with some-
thing harmful,
(5) kicking/dragging/beating her,
(6) choking/burning her on purpose,
(7) threatening/attacking her with a weapon (such as 
knife),
Sexual violence:
 (8) forced sexual intercourse,
 (9) physically forcing her to perform any other sex-
ual act when undesired,
 (10) forcing her with threats to perform sexual acts 
when undesired,
emotional violence:
 (11) humiliating her in public,
 (12) threatening to hurt/harm someone close to her,
 (13) insulting/making her feel bad about herself.
Appendix 2
See Table 3.
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Variables OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)
Physical  violencea 0.74 (0.18–3.01) 1.02 (0.77–1.33) 0.68 (0.42–1.10) 0.75 (0.50–1.14) 0.91 (0.64–1.29)
Sexual  violenceb –e 0.79 (0.58–1.07) 0.98 (0.61–1.57) 0.85 (0.55–1.31) 1.09 (0.74–1.59)
Emotional  violencec 0.27 (0.05–1.53) 1.03 (0.80–1.33) 0.70 (0.45–1.07) 0.68 (0.46–1.01) 1.03 (0.75–1.42)
IPV (composite) d 0.32 (0.08–1.32) 0.93 (0.74–1.18) 0.58 (0.40–0.85) 0.59 (0.42–0.82) 0.94 (0.71–1.25)
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